Aim To investigate the current practice of continence advisors in the United Kingdom.
Introduction
Faecal incontinence (FI) is a common symptom. It is most common in the elderly, with a prevalence of 1-18% [1] [2] [3] [4] . Concomitant urinary incontinence is common and may occur in 6.5% of women approximately 15-23 years after their first vaginal delivery [5] . Patients may not receive adequate treatment for FI for many reasons. These include social stigmatization, embarrassment or failure to recognize this as a treatable condition [6] .
FI is a condition frequently encountered by coloproctologists. There are a variety of invasive treatments available. These include sphincter repair, sacral nerve stimulation and artificial bowel sphincter implantation [7] [8] [9] [10] . However, the benign nature of this problem and the varying degrees of severity, mean that conservative management is usually pursued first [11] . It is likely that ongoing conservative treatment and follow-up in the community are also required to achieve a successful outcome following any surgical interventions.
Continence advisors (CA) provide primary care in the community across the UK for patients seeking help for their incontinence symptoms [12] . Most are clinical nurse specialists who work at general practice surgeries or health centres and teach pelvic floor exercises and introduce patients to continence pads and products. The service is well established for urinary incontinence, and in recent years has provided care for FI [13, 14] . Many of those who have not been referred to hospital are managed by these practitioners. However, there are no available data to assess the structure and competence of this practice.
Recent National Health Service (NHS) commissioning guidelines place great emphasis on CAs delivering first-line therapy in the community setting [15, 16] . They are expected to have systems in place to ensure that patients who are at high risk of FI are identified. They should be able to carry out a baseline assessment to include a history of bowel symptoms, including any red flags/signs of bowel cancer. The patient's bowel habit should be established and there should be a medication review. A visual anal and digital rectal examination to exclude faecal impaction and overflow and assess anal tone and squeeze should be undertaken.
The document further recommends that initial bowel management should include instruction on dietary modification, supervision of appropriate medications and advice on the use of continence products. All patients should be offered reassurance and lifestyle advice, access to help with relevant physical, emotional, psychological and social issues, advice about relevant support groups and advice on self-management of symptoms.
We aimed to investigate the current practice of CAs in the community in the UK. This assessment included the extent of treatment options they offered and if there was any need for further support for this service.
Method
An online survey was constructed using Survey Monkey â (Online Survey Services, Palo Alto, California, USA). The questions used were composed by the senior authors, all of whom have extensive experience in the management of FI. Firstly, relevant topics were discussed and we chose to focus on three topics, namely assessment, treatment and education. In addition, baseline demographic data about the CAs were included. The questions were drafted by two of the authors and presented at weekly pelvic floor departmental meetings where biofeedback nurses, pelvic floor physiotherapists, colorectal surgeons and a gastroenterologist gave feedback on the design of the questions and the study as a whole. In total five meetings were held. In the final version, the survey consisted of 27 health-related questions which were separated into seven different sections. The survey was designed to obtain a snapshot of the current practice of CAs and it was not intended to be a validated questionnaire. The respondents were not obliged to answer each question; therefore the denominators of the numbers expressed as percentages in the results section are the number of responders for each question. CAs in the UK were identified from the authors' departmental database and from the UK Association of Continence Advisors (ACA). All CAs were invited to complete the online survey via email, mail and phone calls. A £50 voucher was given to a randomly chosen respondent, in an effort to increase the response rate. Email invitations and reminders were sent via Survey Monkey â eight times over a 3-month period. At the end of this 3-month period, the survey was closed. Responses were collected and analysed, initially using the Survey Monkey â software and then again with Excel (Microsoft Corporation, Redmond, WA, USA). The survey questions are outlined in Table 1 .
Results
The questionnaire was split into seven different sections (demographics, assessment, treatment, factors influencing choice of treatment, educational support, treatment failure and adequacy of training.) There was also an additional question asking for general feedback. Between October 2015 and December 2015 (3 months), 226 responses out of 448 UK CAs (50.4%) were collected. For each question we had different rate of responders with a median of 213 (range 164-226) responders.
Demographics
Of the 226 responders, 93.2% were women: 4.9% were between 30 and 39 years old, 62.8% were between 40 and 59 years, 25.6% were between 50 and 59 years and 6.7% were over 60 years old. Some 91.1% were previously employed as nurses, while the remainder had been specialist nurses or physiotherapists. Of the CAs, 13.1% had less than 5 years' experience as a CA, 28.4% had between 5 and 10 years' experience, 46.9% had between 10 and 20 years' experience and 11.7% had more than 20 years' experience. Thirty-six (16.1%) worked alone, while 177 (79.0%) worked with other nurses, physiotherapists or a general practitioner, 10 (4.5%) worked alone as well as with other nurses or physiotherapists, and 1 worked with a GP. Fifty-one CAs (23.1%) treated urinary incontinence, while 76.9% treated both urinary incontinence and FI.
Regarding their service, 6 (2.7%) of the CAs see an average of fewer than five patients with urinary incontinence per month, 59 (26.8%) see between 5 and 20 patients, 98 (44.6%) between 20 and 50 patients and 57 (25.9%) more than 50 patients with urinary incontinence per month. With regards to FI, 66 (33.5%) see With regard to the use of suppositories, enemas and rectal irrigation, 148 (69.5%) prescribed glycerin suppositories, 127 (61.4%) prescribed phosphate enemas and 147 (68.1%) advised on rectal irrigation. The remaining results on the treatments available are shown in Table 2 . It should be noted that 221 out of a total of 226 respondents were able to offer treatments for FI.
Factors influencing treatment choice
CAs were asked what guided the choice of commercial products they use. They were asked to rank the following from 1 (least important) to 5 (most important): marketing, cost, patient's choice/preference, practice surgery's choice/preference, and sponsorship. Patient's choice/preference scored the highest (weighted average 4.22) as 48.7% of CAs stated this was the most important factor when they chose a products. The least important was sponsorship (weighted average 2.23) with 62.4% of CAs considering it to have the lowest importance. The influence of marketing was the second least important factor, with nearly half of the CAs (45.9%) stating it was the least important. Practice surgery choice/preference was less important, with 47.1% of CAs giving this a ranking of either 1 or 2, whilst 39.1% of CAs considered cost to be a more important factor.
CA practice for treatment failures was then assessed. One hundred and sixteen (54.5%) CAs referred 0-20% of their patients onto a hospital-based specialist, 59 (27.7%) referred between 20% and 40% to a hospital specialist, 16 (7.5%) referred between 40% and 60% to a hospital specialist, 11 (5%) referred between 60% and 80% to a hospital specialist, while 11 (5%) referred between 80% and 100% of their patients who failed therapy to a hospital specialist.
Educational support
One hundred and ninety-seven (90.0%) of those who responded attended courses organized by industry, 121 (59.6%) attended courses run by a hospital and 117 (57.6%) attended courses run by a university. Eightynine (46.1%) had received sponsorship to support their attendances. When asked if they felt supported in their daily practice, 165 of the 223 respondents (74.0%) felt they were; 29 (13.0%) answered no and 29 (13.0%) were unsure. Eighty-nine (42.6%) felt they had not been adequately trained to provide a bowel continence service.
General feedback
Open feedback was collected from 53 respondents. The more useful comments relating to the purpose of the study are outlined below. Five said they were willing to attend educational courses to improve their skills but 
Discussion
This study used an online survey to assess the current practice of CAs in the UK. The study was undertaken because CAs have been given a very significant role to play in the community management of FI [14, [17] [18] [19] , but as yet there are no available data to assess the structure and competence of this practice. The results of this study broadly suggest that CAs provide a reasonable but not optimal service for those with FI. The majority of CAs reported they are able to confidently perform a digital rectal examination and to look for rectal prolapse. This survey demonstrated that loperamide and probiotics were the most commonly utilized medications. However, they were prescribed by only 39% and 30% of respondents, respectively. In addition, there appeared to be a poor awareness of other alternatives. This may be accounted for by the fact that many CAs were unable to prescribe and were dependent upon the patient's general practitioner to do this. That said, around two-thirds of CAs were able to offer suppositories, enemas and rectal irrigation, which are important treatments for FI [20] . The majority of CAs seemed happy to advise on basic dietary manipulation. However, only around 50% of respondents were prepared to address this.
Over 70% of responding CAs were happy to recommend the Peristeen Coloplast â anal plug and 35% were happy to offer the new Renew â anal insert. This may reflect the fact that the latter is relatively new. It is interesting to note that the CAs considered patient choice to be the most important factor in deciding on continence products, despite 90% of them having attended industry-sponsored courses. Many CAs appear to have found the Squeezy© app useful; this is currently recommended by the NHS [21] . As the use of smart phone technology increases over time, the relatively low take-up of around 30% should improve. Three-quarters of CAs felt they were adequately supported in their practice; however, just over half felt they had received adequate training, mainly run by industry. It was surprising to find that when their treatment fails, only 5% of CAs referred the majority of such patients to a hospital specialist. More than half of the CAs referred up to 20% of patients who failed their treatment. The feedback part of the survey suggested that more than half felt the need for more training, and for this to be more accessible.
There are some limitations to this study. First of all, only half of the CAs approached responded. Therefore, the results may reflect practice of those CAs who are keen and active. An online survey was a useful approach for gathering responses from all around the country, but this may have put off some people who were internet shy. The survey was semi-structured from the hospital specialist perspective. Although we gained further insight into their practice from the free text of the survey, a more comprehensive assessment could be done via a qualitative approach, surveying not only CAs but also patients and hospital specialists in order to gain further knowledge of their practice and how best we could support and integrate their service to achieve the best outcome for patients.
In conclusion CAs are an important part of the management of FI. They are able to utilize many of the current treatments. There is room for improvement, and this may be achieved by focused and more available education.
